New Patient Information

Martina G. Barnes, MS, LPC 156 Walnut St. Arden, NC 28704


Please PRINT:

Patient Name ____________________________________________________(Male   (Female

                       Last                                         First             Middle Initial

Mailing Address ______________________________________________


           _______________________________________________

                          _______________________________________________

Home Phone:______________________  Date of Birth:_____________Social Security #_____________

( Married   ( Single  ( Widow  ( Divorced  ( Committed Relationship

Employer:___________________________________ Work Phone #_______________________


Address:_________________________________________________________________

Do you have insurance coverage: Yes/No

(front and back copy of insurance card is required)

_____________________________________________________________________________________

INSURANCE:

Company:_______________________ID#________________________Group #____________________

Address: ________________________________________

               _________________________________________

               City                                   State                     Zip

Phone #_____________________________ Relationship to Insured: ( Self  ( Spouse  ( Child  ( Other

Name of Insured:_____________________ Date of Birth:_______________

SS# of Insured ___________________

Address if different:_____________________________________________________

                                                                            City                          State                Zip

__________________________________________________________________________________

INSURANCE PATIENTS: Martina G. Barnes, provider, per arrangement, will file your claim to your primary carrier, with the information you provide.  You will be responsible for your yearly deductible, copay, co-insurance and other fees not covered by your insurance.  If, after 45 days, you claim is not paid, or if you do not have an insurance policy or choose not to use it, you will be responsible for the remaining balance.

· SIGNATURE_______________________________Date____________________________

_____________________________________________________________________________________

REASSIGNMENT OF BENIFTIS: I authorize Martina G. Barnes, or any holder of medical information to release any information, original or copies, needed to pay/process a claim filed.  I hereby authorize payment to Martina G. Barnes, benefits specified and otherwise payable to me for any services rendered subsequent to this date and for such other charges as may be made by this office.  I agree to pay for charges not covered/denied by my insurance.

· SIGNATURE_______________________________Date_____________________________

_____________________________________________________________________________________________

AUTHORIZATION /PRE-CERTIFICATION: does your insurance require: ( Yes ( No

If yes, authorization or precert#____________________Dates________________# of sessions______
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